Design-Interviews and review of existing questionnaires; piloting and field testing of draft questionnaires; consistency and validity checks. Setting-Four hospitals, in Coventry (two), Swindon, and Milton Keynes. Patients-373 patients undergoing day surgery in 1990.
Main measures-Postoperative symptoms, complications, health and functional status, general satisfaction, and satisfaction with specific aspects of care. Results-Response rates of 50% were obtained on field testing draft questionnaires preoperatively and one week and one month after surgery. 28% of initial non-responders replied on receiving a postal reminder, regardless of whether or not a duplicate questionnaire was sent; a second reminder had little impact. Many patients who expressed overall satisfaction with their care were nevertheless dissatisfied with some specific aspects.
Outcome and satisfaction were 14 This paper describes the development and field testing of questionnaires administered preoperatively and postoperatively for determining patients' views of the process and outcome of day surgery and the subsequent production of a single postoperative questionnaire.
Methods

DEVELOPMENT OF DRAFT QUESTIONNAIRES
Draft preoperative and postoperative, questionnaires were based partly on a review of 25 existing questionnaires of patients' experiences (five of which had been designed specifically for day surgery patients); two questionnaires had been published,'5 16 most had to be obtained from their developers. These existing questionnaires provided both an awareness of the relevant issues and an opportunity to identify specific, validated questions which could be copied. In addition, insight into the relevant issues was also obtained from interviews with 15 people who had recently undergone day surgery. The interviews were undertaken by a member of the research team, and the interviewees included the parents of four children, eight adults of working age, and three elderly people.
As the optimum time for surveying patients was unclear, two postoperative questionnaires were designed: one to be completed one week after surgery and the other one month after surgery. In addition, as it was felt that the health and attitudes of patients preoperatively might influence their response postoperatively, it was decided to administer a preoperative questionnaire. Keynes General Hospital); and one with no dedicated facilities (Princess Margaret Hospital, Swindon). Two sites (Coventry and Swindon) achieved their targets of recruiting 150 patients each, but at the third site only 73 patients were included, apparently because of a low workload. At two hospitals it was possible to send only postoperative questionnaires to patients who had returned a preoperative questionnaire and not to the non-responders. As a result the target population for the postoperative questionnaires was 262. Local difficulties meant that the effectiveness of different arrangements for administering the questionnaires could be investigated only at Coventry (n= 150). Patients treated there received a covering letter which explained the study and indicated the origin of the questionnaires as being the consultant surgeon or the hospital manager or the London School of Hygiene and Tropical Medicine. For the same administrative reasons, it was possible only at Coventry for non-responders to be sent a reminder, with or without a new questionnaire. A one page questionnaire was sent to continued nonresponders, seeking their reasons for lack of response. More intrusive methods, such as visiting or telephoning, were avoided.
DEVELOPMENT OF THE FINAL QUESTIONNAIRE
Data from the questionnaires were coded at the London School of Hygiene and Tropical Medicine. x2 tests were used to test significance, when appropriate, and agreement between variables was assessed with K statistics. Kappa is derived from the crosstabulation of one set of observations against another and allows for the extent to which agreement could have occurred by chance, given the proportions in each category. Perfect agreement (scoring 1) is possible only if the proportions in each category are the same in each set of observations. Fleiss suggests that values of K below 0 40 may be taken as poor agreement, 0 40 to 0 75 as fair to good agreement, and over 0 75 as excellent agreement.'7 Qualitative data were used to interpret some of the quantitative responses and to identify additional commonly reported views that had not been included in the closed questions.
Criteria for inclusion of a question were topics that were a cause of dissatisfaction for at least 5% of respondents; case mix factors (such as age, sex, and procedure) that were related to the overall level of satisfaction; questions that provided additional understanding to that obtained from other questions; and questions that were more sensitive to dissatisfaction than other questions on the same topic.
The design of the final questionnaire was governed by the following requirements: the questionnaire should cover relevant events before, during, and after treatment in chronological order; should be suitable for adults and children undergoing a wide range of procedures; should consist largely of closed 15(16) 12 (13) 0-731 0-561 to 0-901 Pain control immediately after operation 12 (13) 11 ( Of those patients sent a reminder when their one month questionnaire was two weeks overdue, 28% responded. The proportion was similar regardless of whether or not a new copy of the questionnaire was enclosed. A second reminder was ineffective in boosting the response rate further. There were several reasons for continued non-response (table 2) . Some questionnaires (16% of non-responders) were returned by the post office as they had been sent to the wrong address, even though the address was supplied by the hospital from their admission lists. A further 6% had had their operation postponed (the patients having been recruited from preoperative waiting lists). Of the remainder, we obtained information from 22% (16/74) as to why they had not replied. Over half (10) claimed that they had returned a completed questionnaire. The rest had chosen not to respond because they never responded to questionnaires; they claimed thay had never received or had lost the questionnaire; the questionnaire was too long; English was not their first language; or the questions were too personal. FIELD 
TESTING
Although about 130 completed questionnaires were received for one week and for one month after surgery, only 94 patients completed questionnaires on both occasions. Analyses of time trends are therefore confined to this group of 94 patients.
One week after day case surgery most patients (80%) would not have rather been treated as an inpatient, and a similar proportion (83%) would recommend day care to a friend in a similar situation. Similar views were expressed one month after surgery. The main reasons dissatisfied patients gave for wanting to stay in hospital overnight were the desire to have recovered fully from the anaesthetic and the operation before going home; anxiety about being at home if something went wrong; difficulty of getting sufficient rest once back at home; and difficulties early discharge had caused family and friends. Table 3 shows the proportions of patients dissatisfied with specific aspects of the process of care accompanying their day surgery. Some questions were considered not applicable by a substantial number of the patients -for example, (at one week and one month respectively) for parking, by 12 this sample size to detect a difference between 30% and 40%, for example. Of course, there are questions about whether the use of sampling theory is appropriate in this context. The theorist would question whether a consecutive series of patients can be regarded as a random sample. On the other hand we may be concerned about the views of a particular set of patients per se, rather than as a basis for inference about a larger group, in which case the survey can be treated as a census and the results as exact. And in many cases the decision about whether or not to intervene will depend to only a limited extent on the precision of estimates of the scale of a problem.
The final version of the questionnaire was published by the Audit Commission of England and Wales in 1991 and made available to hospitals and health authorities throughout Britain. To facilitate its uptake and use computer software was produced to enable local users to process and analyse their survey results. The development of this software and the establishment of a comparative audit system are described in the following paper.
